Photocoagulation is an accepted method of local treatment for proliferative diabetic retinopathy. It has been shown that 73 25 per cent. of eyes with proliferative diabetic retinopathy have new vessels on the optic disc at the initial visit (Taylor and Dobree, I970). These vessels cannot be treated directly by photocoagulation. Aiello, Beetham, Balodimos, Chazan, and Bradley (I969) treated all grades of proliferative diabetic retinopathy by multiple choroido-retinal burns using the ruby laser, and in a preliminary communication they reported regression of optic disc neovascularization in some cases.
The present series (consisting of 3 I eyes in 25 patients) was taken from a larger group of patients, all of whom have proliferative diabetic retinopathy, and are under regular ophthalmoscopic and photographic review.
The cases selected for review all fulfilled the following criteria: (i) There was neovascularization associated both with the retinal veins and with the vessels on the optic disc.
(2) The areas of neovascularization associated with the retinal veins had been treated by photocoagulation at one or more sessions.
(3) The number of choroido-retinal burns had been recorded on each occasion so that the total number of coagulations given was known.
(4) There were complete preoperative and postoperative fundus photographic records.
The preoperative and postoperative photographs were used to compare the disc neovascularization before and after retinal photocoagulation. The vessels on the optic disc were assessed in respect of: (a) (Table I) , an aperture of 3.00 was selected to give a smaller burn to some areas with Enid Taylor a greater light intensity of Green III. The smaller area was selected to give multiple scattered burns, as well as directly treating groups of new vessels associated with the retinal veins in the usual manner. Photocoagulation was carried out in one to four sessions, the maximum interval between treatments in any case being 7 months. The number of coagulations given was recorded automatically using the electronic coagulation counter (Dobree, Gaye, and Wiggins) at each treatment session, so the total number of burns given to each eye was known. The follow-up period varied from 2 to 24 months.
Results (Table I, opposite) Retinal new vessels were treated by photocoagulation in 3 I eyes, and in five eyes regression of the new vessels on the optic disc resulted (Figs I and 2). In two of these five eyes, there were no residual new vessels on the disc, and in the other three the new vessels were reduced in number and appeared more tenuous. Of the remaining 26 eyes, twelve showed no change in the appearance of the proliferation on the optic disc, and fourteen showed marked progression of proliferation with increase in the new vessels and fibrous tissue on the disc. Dollery and Oakley (I965) that retinal neovascularization in a diabetic might be completely reversible with improvement in diabetic control, but they were referring to dilated retinal hairpin capillary loops. Spontaneous regression of new vessels on the optic disc is not recorded. Aiello and others (I969), after treatment of proliferative diabetic retinopathy by multiple laser burns to the retina, found regression of disc vessels in 26 out of 36 eyes with "early disc neovascularization". In eleven of these 26 eyes there were no residual new vessels visible clinically. In contrast, in those eyes where the disc neovascularization was advanced and elevated the response to laser coagulation was poor. In our series, five eyes showed regression of new vessels on the optic disc, and I would agree with Aiello that this favourable response is obtained in those eyes with early, flat neovascularization. Moreover, Okun and Johnston (1969) 
